CARDIOVASCULAR CLEARANCE
Patient Name: Vanfield, Raymond

Date of Birth: 02/02/1955

Date of Initial Evaluation: 10/21/2025

Referring Physician: Dr. Hany Elrashidy
CHIEF COMPLAINT: A 70-year-old male who is seen preoperatively as he is scheduled for right shoulder surgery.
HISTORY OF PRESENT ILLNESS: The patient is a 70-year-old male who is referred for cardiovascular clearance. He reports initial injury to the right shoulder 30 years ago. He more recently had noted that arthritis was setting in. He had developed increasing pain in it. Pain was mainly noted to be dull, but increasing with activity especially the abduction made his pain worse. Pain is typically 6-7/10, but increases to 8-9/10 on abduction. He has associated decreased range of motion. He further reports pain in his right elbow status post cortisone shot. He had minimal relief. He denies any cardiovascular symptoms.

PAST MEDICAL HISTORY: Includes:

1. Right knee injury.

2. Hypercholesterolemia.

3. Anxiety.

4. Asthma/COPD.

5. Erectile dysfunction.

6. Pneumonia.

7. History of COVID infection.

PAST SURGICAL HISTORY: Sinus surgery x4. He has had tonsillectomy.

MEDICATIONS: Albuterol p.r.n., clonazepam 1 mg; take two p.r.n. b.i.d., tadalafil 20 mg h.s., Flomax 0.4 mg h.s., Stiolto 2.5 mcg daily, and testosterone cream every two weeks.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: A brother and sister both died of cancer.

SOCIAL HISTORY: He is a prior smoker, but denies any cigarettes in the last 13 years. He denies alcohol use. He has had no history of substance use.

REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

HEENT: Eyes: He wears glasses. Ears: He has hearing loss. Nose: He has sinus problem.

Respiratory: He has history of asthma, which was diagnosed two years earlier.
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Gastrointestinal: Unremarkable.

Genitourinary: He has frequency, urgency, and flank pain.

Musculoskeletal: As noted, he has bilateral shoulder pain. He has right knee pain and swelling. He has low back pain.

Neurologic: He has tremor.

Endocrine: He has cold intolerance.

PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 118/63, pulse 65, respiratory rate 18, height 68.5”, and weight 199 pounds.

The remainder of the examination was unremarkable.

DATA REVIEW: Laboratory: TSH is 2.45. PSA is 0.68. Sodium 140, potassium 4.8, chloride 103, bicarb 31, BUN 15, creatinine 1.10, glucose 89. Cholesterol 278, LDL 196, and non-HDL 220. Given his new-onset dyspnea, he was referred for further workup. Echocardiogram dated October 27, 2025 reveals normal left ventricular function with ejection fraction 68%. There is impaired relaxation. There is mild aortic valve sclerosis. There is trace aortic regurgitation. There is trace tricuspid regurgitation. The estimated PA pressure systolic is 22 mmHg. There is trace pulmonic regurgitation. Given his multiple risk factors for coronary artery disease and recent history of dyspnea, he was referred for coronary CT angio. The coronary calcium score is 303.6. Left main is noted to be normal. The LAD demonstrates a calcified plaque at the origin extending for 17 mm __________. The LAD gives out two patent diagonal branches. Left circumflex is nondominant. There is no significant plaque or stenosis. The right coronary artery is dominant. There is a small 3 mm focal calcified plaque at the distal aspect of the proximal RCA with approximately 30% stenosis. The RCA terminates as a PEA. No extra cardiac findings were noted.

IMPRESSION: This is a 70-year-old male who is referred for surgical clearance. Given his multiple risk factors for coronary artery disease including the recent diagnoses of asthma and COPD, he was referred for further cardiac workup. Echocardiogram revealed no evidence of left ventricular dysfunction or segmental wall motion abnormality. Coronary CT angiogram revealed mild CAD. The patient is felt to be clinically stable for his surgical procedure. He is cleared for same.
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